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STATE PIAN UNDER TITLE XIXOF THE SOCIAL SECURITY ACT 

State/Territory OREGON 

REQUIREMENTS ?OR advanceDIRECTIVES UNDER STATE plans
?OR MEDICAL ASSISTANCE 

The following is 8 written description of the law of the 
State (whether statutory or a8 recognized by the court8 of 

* 	 the State) concerning advance directives If applicable
Stater should include definition. of living will,durable 
power of attorney for health care,durable power of attorney
witness requirements special State limitations on living
will declarations proxy designation process inforution and 
State forma, and identify whetherState law allows for a 

health care provider or agent of the provider to object to 

the implementation of advance directives on the bash of 

conscience 
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, .. POWERS OF attorney d i r e c t i v e  TO PHYSICIANS m&So. 
197.630 Form of power of attorney. A 

written power of attorney ibr health 
shall provide no otherauthoritythanthe 
authority to mekc health care decisions on 
behalf of the principal and shall be in the 
following form , 

POWER OF a t t o r n e y  FOR HEALTH-- CARE 

I appoint ,whom 
address is , and 
whose t e l e p h o n e  i sn u m b e r  * 
as my attorney-in-fact 'for he-­
.ions. I appoint ,whose 
address is , and who= 
telephonenumber is , as my alter­
nativeattorney-in-factforhealth care deci­
mons. . I  authorize my .attorney-in-fact
appointed by this document to make health 
care decisions for me when 1 am incapable 
of making my own health care decisions. I 
have read the warning below and understand 
the consequences of appointing a powerof 
attorney for health care. 

I direct that my attorney-in-fact comply 
with the following instructionsor limita­
tions: 

In addition, I direct that my attorney-in­
fact have authority to makedecisions. re­
garding the following: 

Withholding or withdrawal'of life­
sustainingprocedureswith the understand­
ing that death may result. 

-Withholding or withdrawal of arti­
f, 	 ficiallyadministered hydration or nutrition 

or bothwith theunderstandingthat dehy­
dration, malnutrition and death may result. 

(Signature of person making . 
appointment/Date) 

DECLARATION OF WITNESSES 
, . . 

8 
. 

We declarethattheprincipal is per­
sonally known to UP, that the principal
signed or acknowledged the principal's sig­
nature on this power of attorney for health 
care in our presence, that  the principal ap­
pears to be of sound mind endnotunder 
duress,fraud or undueinfluence, thatnei­
ther of us is the personappointed as 
attorney-in-fact by this document or the 

principal's attending physician. Witnessed 
By: 

signature of witness/date printed Name of Witness) 

a c c e p t a n c e  OF a p p o i n t m e n t  OF 
POWER OF attorney 

I acceptthisappointmentand a p e  to 
.emre as attorney-in-factforhealth care de­
cisions. I understand I have a duty to act 
consistently with the desires of the principal 
as expressed inthis appointment. I under 
a n d  that this document gives me authority 
over healthcare decisionsfor the principal 
only ifthe principalbecomesincapable. I 
understand that I must act in good faith in 
exercising my authority under this power of 
attorney. 1 understand that theprincipal may 
revoke this power of attorney at any time in 
any  manner, and that I have a duty to inform 
the principal's attending physician promptly 
upon any revocation. 

(Signature of attorney-in-fact/date 

(Printed name) 

(Signature of Alternate attorney-in-fact/date 

(Printed name) 

WARNING TO PERSON APPOINTING A 
POWER OF ATTORNEY FOR HEALTH 

CARE-

This is an importantlegal document. It 

creates a power of attorney for health care. 
Before signingthisdocument, you should 
know these facts .important 

This document gives the person you des­
ignate as your attorney-in-fact the power to 
makehealthcaredecisions foryou, subject 
to any ecificationslimitations, or state­
ment ofyour desires Tt a t  you include inthis 

. .  .document. 
For this document to be effective, your

attorney-in-fact must accept the appointment
in writing. 

Theperson you designate 'in this docu­
ment has a duty to act consistentlywith 
yourdesires as stated in 'this document or 
otherwise made known or, if' your desires are 
unknown, to act in a manner consistent with 
what the person in good faith believes to be 
in your best interest. The person you design 
nate in this documentdoes, however, have 
the right to withdraw from this duty at m y  
time. 

C 



DIRECTIVE TO PHYSICIANS 

artificially prolonged der the hum­
* stances met forth below d & hereby &­
h: .. 

1. If at any time t should have a n  
, diu.= or illnesscertifiedincurable i n 4"r condition by two physicians,b be a termina 


OM of whom t the attending physician d 

where the  a lication of life-sustaining pro­

cedures would Beme onl b artificially pro

long t h e  moment of my 8eath and where my

physician determines that my death t immi 

nent whether or mot life-sustaininf pee­

dures are utilized, 1 &et that such 

procedures k withheld or withdrawn d 
that 1 be permitted b die naturally 

' i. In the  absence of my ability .b 
directions regarding the use of ouch 
sustaining procedures it is my intention that 
this directive shall be honored by my family
u r d  physicians u the  final expression of 
my legal right b refuse medical or sur 'd 
treatment and accept the  consequences from 
much refusal 

8. I understand the full import oftlair di­
rective and I am emotionally and mentally 
conwetent to make this dinetin. 

signed
City, County and state of residence 
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YOUR RIGHT TO MAKE HEALTH CARE DECISIONS IN OREGON 

DO I HAVE TO DO WHATEVER MY DOCTOR RECOMMENDS? No. You have a 
right to accept or refuse any proposed medical tests or treatment. 

HOW WILL I KNOW HOW TO DECIDE? Your doctor will tell you what treatment or 
testing he or she recommends. Your doctor will then ask if you want to know more. 
I f  youdo, your doctor will tell you about the treatment or test, the available alternatives and 
the material risks. When you have enough information, you decide whether to have the test 
or treatment. - . .  

HOW CAN I PLAN AHEAD FOR A TIME WHEN I MAY BE UNABLE TO MAKE 
DECISIONS? Oregon has only two official forms you can sign to cover future situations 
where you are unable to decide. A Directive to Physician is a legal statement that you do 
NOT want artificial life support which would only postpone your death when you are 
terminally ill. A Power of Attorney for Health Care lets you designate someone you trust, 
your representative, to make your health care decisions for you when you can't do so 
yourself. It allows your representative to give most directions you could have given. 
Your representative cannot act for you unless you become unable to make your own 
decisions. 

HOW DO THESEHEALTHCARE PLANNING forms TAKE EFFECT? If you are 
an adult able to make your own decisions, you can sign either or both of these forms. 
You do not have to fill out and sign either form if you don't want to. However, if you 
do, your doctor must follow it or allow you to be transferred to a doctor who will. 
The forms will not affect your insurance. 

HOW DO I APPOINT someone ELSE TO ACT FOR ME? By using a "Powerof 
Attorney for Health Care" form, you may select another adult as your health care 
representative. You may also appoint an alternate, if you wish. Therepresentative and any 
alternate must sign the form agreeing to serve. You must also decide what authority you 
want to give those persons. Your representative is not obligated to pay your medical bills. 

h o w  DO I OBTAIN and SIGN MY written HEALTH CARE DOCUMENTS? 
Health care facilities and some stationery stores have the official forms. In Oregon, the only 
reliable way to be sure your wishes are followed is to use the official forms. Do not change 
them except by filling in the blanks. Don't add anything about money or property. Each 
must be signed by you and two witnesses who must satis@ special requirements. Read and 
follow the directions. Send a copy to your doctor and to anyone you choose as a 
representative. Keeptheoriginalwhere it can be found. . 


